OBJECTIVE: To prospectively evaluate the neuropsychological effect of levetiracetam (LVT) in comparison with carbamazepine (CBZ) and its efficacy and tolerability as a monotherapy in children with focal epilepsy. METHODS: A total of 121 out of 135 screened children (4-16 years) were randomly assigned to LVT or CBZ groups in a multicenter, parallelgroup, open-label trial. The study's primary endpoints were defined as the end of 52 weeks of treatment, followed by analysis of changes observed in a series of follow-up neurocognitive, behavioral, and emotional function tests performed during treatment in the per protocol population. Drug efficacy and tolerability were also analyzed among the intention-to-treat (ITT) population (ClinicalTrials.gov, number NCT02208492). RESULTS: Eighty-one patients (41 LVT, 40 CBZ) from the randomly assigned ITT population of 121 children (57 LVT, 64 CBZ) were followed up to their last visit. No significant worsening or differences were noted between groups in neuropsychological tests, except for the Children's Depression Inventory (LVT −1.97 vs CBZ +1.43, p = 0.027, [+] improvement of function). LVT-treated patients showed an improvement (p = 0.004) in internalizing behavioral problems on the Korean Child Behavior Checklist. Seizure-free outcomes were not different between the 2 groups (CBZ 57.8% vs LVT 66.7%, p = 0.317). CONCLUSIONS: Neither LVT nor CBZ adversely affected neuropsychological function in pediatric patients. Both medications were considered equally safe and effective as monotherapy in children with focal epilepsy. CLASSIFICATION OF EVIDENCE: This study provides Class II evidence that in patients with pediatric focal epilepsy, LVT, and CBZ exhibit equivalent effects on neuropsychological function.
OBJECTIVE:
To study child mental health, parental support, and social support of children with epilepsy as these relate to quality of life (QOL) using child self-report, seizure-related variables, and estimated verbal intelligence based on receptive vocabulary. METHODS: A cross-sectional structural equation model of baseline data from the QUALITÉ cohort study, which includes 6 Canadian child epilepsy ambulatory programs. A sample of 3,481 children were screened for the following eligibility: 8 to 14 years of age, with active or medication-managed epilepsy. Of 894 eligible children, 506 agreed to participate, of whom 26 were then excluded because of an inability to self-report based on a standard cutoff score of receptive vocabulary lower than 70. The primary outcome of child-reported QOL was measured using the Child Epilepsy QOL Questionnaire. RESULTS: From the child's perspective, epilepsy-specific QOL is strongly related to their mental health and social support but not to their seizures. Specifically, child mental health and peer support exhibit direct associations with QOL; parental support has both direct and indirect associations with QOL (via child mental health); estimated verbal intelligence exerts its strongest association with QOL through mental health; and seizure status exhibits a weak relationship to QOL only through mental health. CONCLUSIONS: Among children with epilepsy aged 8 to 14 years, mental health and social support should be areas of focus in the assessment of QOL. Controlling seizures is insufficient care for influencing the child's perception of their life.
Parent Versus Child Informants: Who Do We Choose?
Commentary In the study conducted by Jung et al., children with epilepsy are the informants about their emotions, and in the study by Fayed et al., child and adolescent subjects report about their mental health, social support, and quality of life. Earlier child psychiatry studies obtained information from parents alone on the assumption that children are unreliable sources of information. Over the past 2 decades, however, children are regarded as essential informants for studies on their behavior, emotions, social relationships, family environment, and academic performance.
Rather than an either-or approach, the information obtained from both children and their parents on these topics provides a more accurate picture of the child's behavior, emotions, and psychosocial environment. However, it is important to recognize the differences in the quality of the information that children and parents provide and the role of demographic (age, gender; [1]), type of child psychopathology (2-5), parent mental health (6, 7), and cultural variables (8) on the reliability and validity of this information. Parents are reliable informants on children's observable externalizing acting out behavior problems, such as distractibility, oppositional behavior, anger, irritability, and aggression. This is not the case for children's less observable internalizing problems, including sadness, anxiety, fears, and suicidal or other self-harm thoughts or plans (2, 4) , as well as hallucinations and delusions. To save face and make a good impression, children are less likely to volunteer information about their acting-out behavior problems. However, they are reliable informants on their emotional difficulties and problems, which they often do not share with their parents.
Parent depression and anxiety can impact how a parent perceives and reports their children's behavior and emotions (6, 7) , as well as their own parenting skills (9, 10) . A depressed parent might underrate or overrate their child's problem behaviors and emotions. Feelings of guilt that their child might have the same depression can cause a parent to underrate a child's sadness, moodiness, and irritability. That said, apprehension and concern that the child might develop the same disorder can lead to overrating the child's problem behavioral and emotional responses as normal.
An anxious parent might also overrate their child's "normal" behavioral and emotional responses as problematic. In addition, their anxiety might underlie an excessive concern and overreporting of their child's physical symptoms. This is particularly pertinent if the child has a chronic recurrent illness that involves unpredictability, such as epilepsy. Regarding parenting, irritability and frustration intolerance, found in both depressed and anxious parents, can result in harsh, punitive, and unsupportive parenting (9, 10), in turn, modeling and triggering both externalizing and internalizing problems in the child. Thus, studies that use parents' reports on children's problem behaviors and emotions, as well as quality of life, should also examine the role of parental depression and anxiety in their findings.
In terms of the reliability and validity of what children report, it is important to be aware of the positive illusion phenomenon (see review in [11] ). Children with attention deficit hyperactivity disorder (ADHD) with hyperactivity and impulsivity, but not with inattention alone, describe themselves as having better academic performance not evident on standardized testing. They also report having good social skills in contrast to ratings by their peers. Similarly, youth with learning difficulties provide inaccurate self-perceptions when asked about their performance in their area of deficiency. This phenomenon appears more frequently in boys than girls and in childhood compared to adolescence. The poor self-esteem of children with depression might make them underestimate their cognitive skills and popularity among their peers.
From the developmental perspective, use of child selfreport on adverse effects in antiepileptic drug studies is limited by the difficulty young children have tuning into, monitoring, and verbally expressing possible cognitive, behavioral, or emotional changes induced by antiepileptic and other psychotropic drugs. Children with current or past psychiatric and/or cognitive problems are at higher risk for these adverse effects, and are therefore limited in reporting these problems due to poor insight and verbal skills. For this reason, it is important to obtain information on drug side effects from parents of young children, as done in in the study by Jung et al.
What are the implications of these differences in the quality of parent and child informants for the clinical research done on the psychosocial comorbidities of pediatric epilepsy? Most of the studies conducted to date used parents' reports of child behavior or emotional problems and of the child's quality of life. However, the self-report findings on the Youth Self Report of the Connecticut Study showed no significant difference in problem behaviors between children and adolescents with epilepsy and their siblings, whereas parents reported significantly more problem behaviors in the patients than in their healthy children (12) . Similarly, parent-reported child QOL was significantly worse for the children with epilepsy compared to their healthy children (13) . This difference was not evident based on the QOL self-report of the patients and their siblings. Verhey et al. (14) also reported discrepant QOL findings between parents and youth with epilepsy.
In terms of antiepileptic drug studies, the Jung et al. study was the first to include child self-report instruments for depression and anxiety. The parents of children on levetiracetam (LVT) versus carbamazepine (CBX) noted improved Child Behavior Checklist internalizing scores. However, the CBZtreated subjects had improved self-report depression scores in contrast to "no change" in the LVT-treated subjects. Although these are different instruments, this finding highlights the discrepancy described between child and parent informants.
Furthermore, depression is found in 30 to 38 percent (15) of parents of children with epilepsy, and anxiety is noted in 21.7% (16) . Parent depression, harsh parenting, and criticism are related to parents' reports of behavior problems in youth with epilepsy (17, 18) . Although similar studies have not been conducted regarding parent anxiety, parents' concerns and fears predicted worse parent-rated child epilepsy-specific health-related QOL 13 months after the diagnosis of new onset epilepsy in children aged 4 to 12 (19) . These findings emphasize that studies on behavior and emotional problems in children with epilepsy should include child self-report instruments and measures of depression and anxiety in their parents.
Finally, the Fayed et al. study highlights the importance of examining the role of the multiple seizure-related and psychosocial variables on children's assessment of their QOL. Similar to other studies that have used children as the informants on their behavior, emotions, and psychiatric symptoms (see review in [20] ) as well as on QOL (13, 21) , Fayed et al. found no association between QOL and seizure variables.
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